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Pemphigoid, Bronchial Neoplasm and Radiotherapy R Abadir FFA (for E W Emery MB and P J Hare MD) (University College Hospital, London) J B, man aged 53. Cold-storage worker History: Asquamous cell bronchogenic carcinoma of the left lower lobe was detected in March 1966 after three months' pain in the chest: no cough, dyspncea, anorexia or weight loss. He underwent lobectomy; the tumour was solid and adhered to the chest wall. He did well until February 1967 when he developed hoarseness and blood-stained sputum. Chest X-ray showed no evidence of recurrence, but radiotherapy was begun on April 11 and continues. On April 24 he reported an itchy rash which had been present for a few days. It consisted of erythematous, slightly raised, rounded patches on the trunk and limbs with vesicles or bulls at their borders. He has had a few gigantic bulls. No lesions in the mouth. Histology of skin lesion: A subepidermal blister containing eosinophil polymorphs which are also present around the dermal blood vessels. Treatment of skin: Symptomatic (crotamiton cream).
Comment
Is the bullous disease related to his neoplasm and has radiotherapy precipitated it ? Cutaneous m~~~~~~F ig 1 One of the skin lesions ofpemphigoid showing a bulla at its edge reactions to X-ray therapy are commonly eczematous. They may take the form of erythema multiforme, even fatal (Chalmers 1958) . Goldsmith & Hellier (1954) reported a case which they regarded as one of bullous erythema multiforme after irradiation of the spine for secondary carcinoma and refers to the patient's 'intense itching'. Re-examination of the histology in his case, however, reveals that the blisters were neatly subepidermal and crammed with eosinophils, so that his case seems closely similar to ours. Dr W N Goldsmith: Clinically, this case closely resembles the woman illustrated in 'Recent Advances in Dermatology' (Goldsmith & Hellier 1954, 2nd ed., p 352) . We were fairly convinced from the sequence of events that the eruption was provoked by the X-ray treatment to the spine for secondary carcinoma.
Arnold (1949, Arch. Derm. Syph., Chicago 60, 143) described 3 cases of what he called erythema multiforme, one of which was bullous, all following irradiation for malignant disease. It is not clear from the literature whether X-rays can produce such an erup. tion in the absence of malignant disease. Dr H W Chadfield: Several years ago I reported a case of benign mucous membrane pemphigoid in a man of 47 who had numerous cutaneous as well as ocular and oral lesions (Chadfield & Kanagasundaram, 1962, Brit. J. Derm. 74, 458) . A few months after the onset of the condition he was found to have a carcinoma of the bronchus. He had not had any radiotherapy. Dr A J E Barlow: I have had two patients with pemphigoid associated with internal neoplasm, one of the bronchus and one of the uterus, who had no radiotherapy. Dr H T H Wilson: It is well known that pemphigoid may be associated with an internal neoplasm. It is also known that irradiation of a tumour may give rise to a rash which is usually erythematous or may resemble lupus erythematosus. It would seem reasonable to suppose that in this case X-ray treatment of the tumour provoked the rash. Dr R Abadir: In a busy radiotherapy department pemphigoid is a rare complication. The present case is the first one seen amongst the last 3,000 cases of carcinoma of the bronchus seen at the Radiotherapy Department at University College Hospital. One cannot be sure whether pemphigoid would have occurred without radiotherapy or that the latter was the precipitating factor.
Various manifestations like neuropathies and arthropathies associated with malignant diseases share with pemphigoid the vagueness of the nature of their relation to cancer or its treatment.
Further investigation of a larger number of cases from different centres both retrospectively and prospectively might throw light on this problem. in 1933 in , 1934 in , 1938 in and 1948 in (reported by Willcox 1949 . A typical cast was a thin-walled tube 20 cm long and 1 25 cm in diameter consisting of the stratified squamous epithelium of the cesophagus with the tips of the papillk. Since 1948 she has produced only shreds of cesophageal wall, generally after bouginage which has been required three times a week to control a stricture of the upper third of the cesophagus which developed in 1952. In 1957 she developed haemorrhagic bullk and ulcers on the tongue following bouginage, and blisters on the shins produced by mild trauma. Family history: No history of skin or mucosal disease. No parental consanguinity. Daughter, aged 24, alive and well.
Investigations: Stool and urine: no excess porphyrins detected. Barium swallow: stricture of upper third of cesophagus; hiatus hernia. Biopsy of skin: subepidermal bulla with acute inflammatory reaction.
On examination: Mouth: recurrent haemorrhagic bulle and eroded ulcers on tongue; superficial scar on tongue; buccal mucosa normal. Skin of lower legs: bulle on trauma; erythematous atrophic scars with milia. Nails and hair normal. Teeth: many extracted for caries. General examination: no abnormality detected.
The late onset, scarring and absence of family history support the diagnosis of epidermolysis bullosaacquisita (Epsteinetal. 1959) . (Esophageal casts are very rare. Eighteen cases werecollected by Patterson (1935) and further reports include those of Beck (1954) and Stevens & Dove (1960) . None of these was associated with skin disease but Faroozan et al. (1967) described a patient aged 71 with bullous pemphigoid who produced a complete aesophageal cast.
The cesophageal lesions of epidermolysis bullosa have been reviewed by Bergenholtz et al. (1965) and Nix & Christiansen (1965) . These generally occur in the severe recessive dystrophic form of the disease and consist of bullae of the upper and lower thirds of the oesophagus. No cases were reported of oesophageal casts.
The following cases were also shown: 
